Introduction: Takayasu arteritis (TA) is a rare, yet well recognised, chronic granulomatous arteritis that mostly affects large vessels in those below 50 years of age. According to the 2012 Chapel Hill Consensus Conference on the Nomenclature of Systemic Vasculitides, Takayasu arteritis is classified as large vessel vasculitis as it mainly affects the aorta and its major branches. However, our patient is outside the norm as he has biopsy-proven Takayasu arteritis with no or little involvement of the aorta. Instead, he presentedwith bilateral popliteal artery aneurysm. Case description: The patient is a healthy Yemeni gentleman. In 2011 (26-years-old) , he started to complain of multiple joint pain and swelling associated with morning stiffness which was relieved after taking some medications. Incidentally, he was found to have high blood pressure which was not investigated as hewas lost to follow-up. In 2016 (31-years-old), his symptoms recurred. He was diagnosed to have seronegative rheumatoid arthritis and started on csDMARDs, but he stopped them, and he was lost follow-up again. In July 2018 (33-years-old), he presented with complaints of painful swelling at the back of his right knee for around one month. The swelling was found to be a pulsatile mass and ultrasound was suggestive of popliteal artery aneurysm. CT angiography of lower limbs confirmed the presence of bilateral popliteal artery aneurysm. He underwent excision of the right aneurysm with vein interposition graft and rheumatology team was consulted. Apart from polyarthritis and hypertension, he denied any symptoms related to connective tissue diseases or vasculitides. He does not smoke. He was born to consanguineous parents but no family history of rheumatic or hereditary collagen disorders. He has normal body habitus, normal skin turgor, intact peripheral pulses and noevidence of synovitis. His laboratory workup revealed normal blood count, biochemistry panel and urinary studies but raised inflammatory markers. All serology and autoimmuneworkup camebacknegative.CTangiographyofbrain, chest and abdomen showed aortic ectasia with stenotic lesions in renal arteries. Biopsy of the resected aneurysm showed chronic inflammation with giant cells infiltrate compatible with TA. He was treated with steroids and intravenous cyclophosphamide pulse therapy for 6 months and then maintained on methotrexate. He is scheduled for angioplasty of the renal arteries. Discussion: Despite being considered a rare disease, Takayasu arteritis has been described in many parts of the Arab world. According to a 2014 systematic review by K Mustafa, the epidemiological and clinical features of TA in Arabs were similar to different parts of the world. However, this patient is unique in several ways. He presented mainly with episodes of inflammatory polyarthritis of large and small joints which was diagnosed as rheumatoid arthritis, because he did not have the usual constitutional symptoms (fever, weight loss, fatigue, and arthralgia) that are characteristic of the inflammatory phase of TA. The only clue that could have been used to point towards vasculitis as a cause of his symptoms was the overlooked high blood pressure which affects between 33-83% of patients with TA; reflecting the common involvement of the main renal arteries in TA. Hence, the delay in the diagnosis which is also a common finding in reported cases of TA worldwide. Most angiographic studies done to show the pattern of vascular involvement in TA showed that the thoracoabdominal aorta was the most common vessel involved, followed by the subclavian vessels with some differences between Japanese and Indian populations. However, many reported cases demonstrated the involvement of medium and small size vessels as well. CT angiogram of the patient did not convince us of any aortic involvement. However, there was stenotic lesions involving the renal arteries and aneurysmal dilatation ofboth poplitealarteries. Thispattern ofinvolvementthat sparedtheaorta and its major branches raised the question of other types of vasculitides such as Behc¸et's disease and polyarteritis nodosa, which made us treat him with intravenous cyclophosphamide initially. However, the clinical presentation and the biopsy supported the diagnosis of Takayasu arteritis rather than other vasculitides, so we have decided to maintain the patient onmethotrexate. Key learning points: Patients presenting with symmetric polyarthritis should be assessed thoroughly before labelling them as rheumatoid arthritis, especially if they are seronegative in order to not miss other important differential diagnoses such as in this case the diagnosis of vasculitis. Paying attention to other associated symptoms such as dermatologic or eyes manifestations or hypertension, can help in pointing towards other important differentials. Hypertension is an important and common manifestation of the vasculitidesandcanbethe onlypresentingfeaturetounmask thepresenceof vasculitides. Therefore, vasculitides should be kept in the differential diagnosis of patients with secondary hypertension. TA is a disease of the aorta and its major branches. However, it can in rare situations affect other vessels and can present without involvement of the aorta. Conflicts of interest: The authors have declared no conflicts of interest.
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Introduction: Polymyalgia rheumatica (PMR) is closely associated with giant cell arteritis, the most common cause of vasculitis in the elderly population. Diagnostic challenges may arise when patients present with marked systemic upset, raising concerns about a malignancy. Our patient initially presented with marked weight loss, anaemia and significantlyraised CRP and ESR, prompting urgent referralsto gastroenterology and haematology to rule out a malignancy. He was eventually referred to the rheumatology team and a PET-CT demonstrated characteristic findings of polymyalgic-onset rheumatoid arthritis. We also explore the expanding role of PET imaging inother rheumatic disorders. Case description: A 65-year-old Caucasian gentleman presented to his GP in September 2018 with significant weight loss and general malaise. He had been managing large joint arthralgia by self-medicating with aspirin 300mg daily. Initial investigations by his GP demonstrated a normocytic anaemia, neutropaenia and low iron levels (haemoglobin 103g/ L, MCV 86.9fL, neutrophil count 0.5x10 9 /L, iron level 4umol/L). His past medical history was significant of hypercholesterolemia and a right inguinal repair. He had no regular prescribed medications. He worked as an electrical engineer. He had a significant smoking history of 40-packyears. He was initially referred to the colorectal and haematology teams under the 2-week-wait rule. Video capsule endoscopy, cross-sectional imaging and bone marrow trephine identified no occult malignancy. His ESR was markedly elevated at 133mm/h with a corresponding CRP of 134mg/L. Serum protein electrophoresis was consistent with chronic inflammation. He was subsequently referred to the rheumatology clinic in December 2018 by the haematologistsinviewoftheraisedinflammatorymarkers. At initial review, he reported right knee pain and symmetrical small joint arthralgia of the hands. He also described pain affecting the cervical spine, both shoulders and hips with significant early morning stiffness. Careful questioning revealed no symptoms of a connective tissue disorder. Examination demonstrated marked, symmetrical synovitis over his metacarpophalangeal, proximal interphalangeal and wrist joints. Immunology tests were all negative. Due to ongoing concerns regarding a malignancy a PET-CT scan was requested. This demonstrated widespread FDG-avid symmetrical polyarthropathy in a rheumatoid pattern in addition to enthesopathy in keeping with PMR. There was no evidence of large vessel vasculitis. After 3 months of investigations under multiple specialties, the patient was diagnosed with polymyalgic-onset rheumatoid arthritis. He was started on prednisolone with an excellent clinical response. His CRP improved to 17mg/L. His full blood count also normalised which eventually allowed the introduction of methotrexate. Discussion: Rheumatologists are frequently asked to assess patients with unexplained elevated inflammatory markers or multisystem diseases. It is important to remember that constitutional symptoms can be the first presentation of a rheumatic disorder, particularly when an occult malignancy and infection have been ruled out. Although this patient POSTER PRESENTATIONS 27 September 2019 i33 V C The Author(s) 2019. Published by Oxford University Press on behalf of the British Society for Rheumatology. This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/licenses/by-nc/4.0/), which permits non-commercial re-use, distribution, and reproduction in any medium, provided the original work is properly cited. For commercial re-use, please contact journals.permissions@oup.com
